FEMALE, aged 14. Sent to bospital on October 12, 1926, as a case of meningitis.
History of pain in the left ear three weeks, discharge for four days. Headache forty-eight hours. Bowels not open for four days. Vomited twice previously. No rigors. In letter received subsequently the doctor stated that his diagnosis was based on the headache, vomiting, positive Kernig and general facial expression.
On examination, however, Kernig was negative, Babinski negative. There was no head retraction, the child was not drowsy but appeared quite cheerful and mentally normal. There was a considerable amount of cedema of the tympanum.
There was no mastoid tenderness or cedema of the posterior bony meatal wall. Temperature 98 8°F.; pulse 72. Diagnosis of acute otitis media was made.
Forty-eight hours later the child became drowsy during the morning and about mid-day developed a meningeal cry. There was slight retraction of the head. Temperature-was 98.40 F.; pulse 80. Operation, October 14: Superficial mastoid cells appeared to be normal, but there was a small deep perisinus abscess and the sinus wall was exuding pus with each heart-beat. The sinus was opened. It was not possible to get below the thrombosis from the mastoid. The internal jugular was tied and a portion excised at the level of the first tracheal ring. The pulse was imperceptible at the end of the operation. Returned to bed. The patient recovered rapidly from the operation, had no further meningeal or intracranial symptoms for a week. There was no nystagmus and no atonia or dysdiadokokinesis. At 3.30 a.m. on the 22nd the patient suddenly started a meningeal cry, her pulse, which had been running between 80 and 100, suddenly fell to 52. She had a deviation of the eyes to the right with occasional flicks of cerebral correction, and rapidly became unconscious. She had a marked positive Kernig. Lumbar puncture: 5 c.c. of clear fluid was withdrawn under very slightly increased pressure. Two hours later, operation through the mastoid incision: cerebellum was explored through the sinus wall, which was adherent to the cerebellum. Cerebellum was obviously compressed, and at a depth of half an inch an extremely stout abscess wall was found. On opening the abscess a slightly turbid fluid in considerable quantity was followed by pus which appeared to be in loculi and came in rushes as the forceps were moved in the cavity. The pus was followed by cerebro-spinal fluid. The abscess wall was so stout that a thick rubber' drainage tube was immediately collapsed by it. A T-incision had to be made in the abscess wall to drain it.
Twelve hours later the patient was unconscious and apparently dying. 'The pulse was 136 and extremely weak. At half-past six she suddenly sat up and asked for an orange. She had then lost all nystagmus and deviation, but her left side was notably atonic. Lumbar puncture fluid containing short chain streptococci and Gramnegative bacilli. The streptococci grew on culture, the bacilli did not. Pus from the abscess contained the same organisms. Forty-eight hours later, October 28, lumbar puncture fluid under slight pressure contained streptococci which did not grow on culture. Cerebro-spinal fluid drained through the tube in the abscess for three days.
October 29.--Lumbar puncture: slightly increased pressure, no organisms in the fluid. The dysdiadokokinesis and atony persisted and became slightly more marked early in November. On November 16, 1927 radical operation was completed Section of Otology 107 and a skin graft placed which did not take well. Recovery from this point was uneventful. The child did not complain of headache after the end of October. Her tonsils and adenoids were removed on December 21. There have since been troublesome granulations from the anterior part of the radical cavity. I think that the cerebellar abscess was leaking into the meninges at intervals. Twenty-four hours later, after a good night and day, patient suddenly became drowsy, vomited. Pulse fell to 62.
Radical Mastoid Operation.-Selerotic mastoid; large cholesteatoma cavity which had exposed the dura of the middle fossa and the lateral sinus, both apparently healthy and without granulations. Fistula of bony external semicircular canal. Patient bright and cheerful next day, and free from headache. No nystagmus. Weber to the right.
Patient apparently progressed very well until April 11, 1927, when, at 4 a.m., she complained of severe headache and nausea and looked ill and anxious. Pulse 68. No retraction of head. Kernig to 45 degrees only, both legs. Sinus was pulsating well. Dura of middle fossa appeared slightly more tense.
Operation.--Incision extended, and dura of middle and posterior fossm further exposed. Dura appeared normal in both areas, except that the tension of the middle fossa was high; pulsation was good. Exploration of temporo-sphenoidal lobe:
Large area of lobe above tegmen tympani, apparently about 11 in. square, pulpy, and having small beads of pus at intervals. No abscess wall. Not adherent to dura. Multiple incisions made in dura and temporo-sphenoidal lobe widely explored. No pus except the diffuse drops in brain substance. The pulpy brain herniated through the incisions. No tube was inserted.
-Lumbar Puncture.-50 c.c. turbid fluid withdrawn, crowded with streptococci and polymorphonuclear leucocytes. Streptococci did not grow in culture.
After Treatment.
-Incisions kept open with forceps for fiva days at daily dressings.
Patient has had an uneventful convalescence. No further lumbar puncture has been made. Wound was closed on May 17, 1927.
Discus8ion.-Dr. DAN MCKENZIE (President) said that last year he had shown specimens of brain'and meninges from a similar case. Meningitis symptoms appeared and disappeared three or four times, the child being ill three months. The reason of the death was that there was a double abscess, a deeper satellite abscess had escaped notice. These cases showed that the meninges had great power of resistance against infection. In his own case the arachnoid space was occupied by tough fibrous tissue as a result of the sepsis.
